A: Laryn goscopy shows that the cysts obstruct approximately 50% of the airway. B: The airway is widened by decompression of the left -sided cyst. C: Six weeks lateI; the left-sided cyst has recurred slightly and the right-sided mass persists. D: Following marsupialization of both cysts with a CO 2 laser; the airway is completely patent.
We evaluated a 5-m onth -old girl who had been born at 27 weeks of ges tation. During her neonatal period, she had experienced chronic lung disease that necessitated 3 weeks of endotrachea l intubation. At 3 months of age, she developed progre ssive biphasic stridor. Flexible bronchoscopy performed by the pulmonology service sugges ted a possible subglottic stenosis. The patient was referred to the otolaryngo logy clini c.
Direct laryngo scop y and bronchoscopy under general anesthesia confirmed the presence of bilateral subglottic cysts. The cysts had obstruct ed approx imately 50 % of the airway (figure, A) . Dur ing this exam ination, the left-sided cys t was deco mpressed by simply passing the bronchoscope into the trachea; the cys t ruptured, and mucoid drainage emanated from the cyst wall (figure, B). Afterwa rd, the patient was taken to the intensive care unit and maintained on steroid therapy.
Following discharge, the patient was followed in the outpatient clinic. Her symptoms subsided initially, but they gradually returned after 4 weeks. Repeat endoscopy approximately 6 weeks after the initial diagnostic procedure revealed a slight recurrence of the left-sided cyst and per- sistence of the right-sided cyst (figure, C). Both cysts were marsupialized with a CO 2 laser (figure , D). The patient's symptoms resolved immediately and remained so at the 4-mo nth follow-up. Repeat endoscopy had been planned at the 6-month mark, but the patient was lost to follow-up.
This case illustra tes the importa nce of es tablishing a prop er diagnosis in children with sig ns and symptoms of upp er airway obstruc tio n. It also highl ight s the succes sful management of subg lottic cys ts endoscopically with the CO 2 laser. Bilateral subg lottic cysts rep resent an unu sual cause of stridor in the neonatal and infant population. They are believed to be retention cys ts that developed fro m either conge nital or acq uired occl usion of the subepithelial mucosal glands .
The most co mmon cause of acq uired mucosal glandular occl usion is endotracheal intubation. Endotrachea l intubation is assoc iated with subglottic cysts independently of both the duration of intubation and the size of the endotracheal tube. Th e cys ts preferentially arise fro m the poster ior subglottis. Typica lly, the ove rlying mucosa remains intact and without ev idence of friability. Pretenn infants are believed to be more susceptible to the developm ent of subglottic cysts beca use of a variety of fac tors, includ ing a narrow airway diameter and a frequent need for respiratory support.
The prevalence of subg lottic cysts see ms to be inc reasing, perhaps as a result of increased prete rm infant surv ival and better recognition of the condition.F Various manage me nt methods have bee n described; among them are simple decom pression with rigid instrument ation, excision with cup forceps, and marsupial ization.' Laser marsupialization allows for pre cise tissue destruction with minimal postoperative ede ma .
It is well established that simple rup ture is associated with recurre nce, as occ urre d in the case descr ibed here. Many authors recommend a staged repair to avoid the for mation of circumfe rential scar tissue.
A diagnosis of subglottic cyst should be co nsidered in all children with stridor and a history of endo trac heal intubation , regardless of its duration . 
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